the treatment, motivation and concordance.
The model assumes that wellbeing is a common objective for all and that locus of control is associated with mastery of health information, motivation, effective problem solving, sense of responsibility and desire for active participation in health care.
The first clinic to be based on these principles was set up by the author in the village of Debenham in Suffolk in 1995.
How a Leg Club works
Leg Clubs were conceived as a unique partnership between community nurses, patients and the local community, to provide leg ulcer management in a social, non-medical setting. In accordance with the themes of the NHS Plan (Department of Health, 2001) and clinical governance, patients are empowered with a sense of ownership and recognition that they are stakeholders in their own treatment. Emphasis is placed on social interaction, participation, empathy and peer support.
A Leg Club is characterized by four features that differentiate it from conventional leg ulcer clinics held in For many older people living in the community, loneliness is s significant issue. Retirement, poor mobility, the death of family or friends or the effects of demographic change on the cohesiveness of the family unit can all create an environment of social isolation. For older people suffering from leg ulcers, this isolation is often heightened, and can have detrimental effects on their health. Pain, odour and obtrusive bandages may exacerbate feelings of low self-esteem, depression and social stigma, which in turn can lead to poor concordance with treatment and low healing rates (Lindsay, 2000) . Even when healing is achieved, poor concordance leads to high levels of recurrence.
Health beliefs play an important role when treating and managing patients with leg ulcers. One of the main problems the district nurse is confronted with when treating a patient in his or her own home, is poor concordance with treatment. As Becker (1974) asserted, even when an individual recognizes personal susceptibility (e.g. to leg ulceration), action will not occur unless he or she also believes that becoming ill will bring organic or social repercussions. So in an already isolated individual, the social repercussions are negligible, and motivation to act can therefore be very low.
It has also been claimed that a lack of an informal support network may result in patients becoming psychologically dependant on health care professionals (Poulton, 1991) . Poulton further highlighted the importance of an holistic assessment, taking into account both the psychological and social factors of the patient's situation and being proactive in organizing other social contacts for the patient.
As a district nurse in Suffolk, I was aware of anecdotal evidence that social factors and isolation could significantly influence patients' response to treatment.
Further enquiry -via literature review, examination of demographic factors and patients' daily circumstances, and a study of established leg ulcer clinicsled to the conclusion that a new type of clinic could help to address these issues. The conceptual framework for this new approach was a health belief model (Becker and Maiman, 1975) 
The impact of Leg Clubs
Statistical data have been collected and independently analysed since the inception of the first Leg Club at
Debenham. An ethnographic study has identified patients' positive attitudes and a strong sense of ownership in 'their' club (Lindsay, 1996) . Clinically, non-con- 
Leg Club roll-out
In response to local demand, the second Leg Club 
Prophylaxis
The 'well leg' programme of the Leg Club model is aimed at prophylaxis education and advice, and prevention and maintenance of further leg-related problems once an ulcer has healed. According to McAllister and Farquhar (1992) , health beliefs have important implications for nursing given the role of the nurse in health promotion and patient teaching.
Although primarily targeted at the older population, the informal nature of the clinic has encouraged patients as young as 19 to attend for advice and treatment, creating opportunities for early diagnosis, education and health promotion (Lindsay, 2001 ). People's willingness to attend for 'well leg' checks and ongoing health education has resulted in a dramatic reduction in the incidence and recurrence of leg ulcers to <4%
per annum. This compares favourably with data from various studies demonstrating high recurrence rates for leg ulceration. For example, Callam et al (1985) undertook a survey of 600 patients with 827 ulcerated legs of which 67% had recurrent ulcers, 35% of whom had experienced four or more episodes of ulceration.
The low recurrence rates associated with Leg Clubs support the rationale of patient empowerment and the synergistic effect of ongoing health promotion and education in an integrated well-leg regime.
Members' feedback
A small survey was designed by the chairman and 
Conclusion
Leg Clubs have been shown to provide tangible benefits for all involved in the delivery of leg ulcer management: G Significant cost savings for the health care provider G An environment of truly holistic care for patients G An enhanced and productive nursing / community relationship G A forum for health promotion and education
